
IDA H 0 DEPARTMENT OF 

HEALTH &WELFARE 
C.L. "BUTCH" OTIER- GoVERNOR 

RICHARD M. ARMSTRONG- DIRECTOR 

February 15, 2013 

Mary Ann Nielsen, Owner 
Heritage Homes of Rexburg 
6434 West2000 South 
Rexburg, ID 83440 

License#: RC-1030 

Dear Ms. Dummar: 

TAMARA PR!SOCK- ADMINISTRATOR 

DIVISION OF LICENSING & CERTIFICATION 
JAMIE SIMPSON- PROGRAM SuPERVISOR 

RESIDENTIAL ASSISTED LIVING FACILITY PROGRAM 
P.O. Box 83720 

Boise, Idaho 83720-0009 
PHONE: 208·334<;626 

FAX: 208·364-1888 

On December 13, 2012, a Initial Licensure survey was conducted at Heritage Homes Of Rexburg. As a 
result of that survey, deficient practices were found. The deficiencies were cited at the following 
level(s): 

• Non-core issues, which are described on the Punch List, and for which you have submitted 
evidence of resolution. 

This office is accepting your submitted evidence ofresolution. 

Should you have questions, please contact Maureen McCann, RN, Health Facility Surveyor, 
Residential Assisted Living Facility Program, at (208) 334-6626. 

Sincerely, 

~cuWffi=)(rtk~~ lJ 
Maureen McCarm, RN 
Team Leader 
Health Facility Surveyor 
Residential Assisted Living Facility Program 

c: Jamie Simpson, MBA, QMRP Supervisor, Residential Assisted Living Facility Program 



IDA H 0 DEPARTMENT 0 F 

HEALTH &\VELFARE 
C.L. "BUTCH" OTIER- GOVERNOR 

RICHARD M. ARMSTRONG - DIRECTOR 

December 17,2012 

Elizabeth Dummar, Administrator 
Heritage Homes Of Rexburg 
6434 West 2000 South 
Rexburg, ID 83440 

Dear Ms. Dummar: 

TAMARJ\ PRISOCK- ADMINISTRATOR 

DIVISION OF LICENSING & CERTIFICATION 
JAMIE SIMPSON- PROGRAM SUPERVISOR 

RESIDENTIAL ASSISTED LIVING FACILITY PROGRAM 
P.O. Box 83720 

Boise, Idaho 83720-0009 
PHONE: 208-334-6626 

FAX: 208-364-1888 

A Initial Licensure was conducted at Heritage Homes Of Rexburg between 12112/2012 and 12/13/2012. The 
facility was found to be in substantial compliance with the rules for Residential Care or Assisted Living Facilities 
(RALF) in Idaho. No core issue deficiencies were identified. The enclosed survey document is for your records 
and does not need to be returned to the Department. 

Please bear in mind that non-core issue deficiencies were identified on the punch list, a copy of which was 
reviewed and left with you during the exit conference, on 12/13/2012. The completed punch list form and 
accompanying evidence of resolution (e.g., receipts, pictures, policy updates, etc) are to be submitted to this 
office within thirty (30) days from the exit date. 

Please continue to monitor the facility's compliance with the Rules for Residential Care or Assisted Living 
Facilities, and pay special attention to the issues identified on the punch list. If the facility fails to submit 
acceptable evidence of resolution, or if the non-core issue deficiencies are identified on subsequent surveys, the 
Department will initiate enforcement actions per IDAP A 16.03.22.910.01-03, which could include: 

a. Issuance of a provisional license 
b. Limitations of admissions to the facility 
c. Hiring a consultant who submits periodic reports to Licensing & Certification 
d. Civil monetary penalties 

Our staff is available to answer questions and to assist you in identifying appropriate corrections. Should you 
require assistance or have any questions about our visit, please contact us at (208) 334-6626. Thank you for your 
continued participation in the Idaho Residential Care Assisted Living Facility program. 

~M;;;~~:t~ J{t fv~ 
1 
/~ 

Manreen McCann, RN 
Team Coordinator 
Health Facility Surveyor 
Residential Assisted Living Facility Program 
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AND PLAN OF CORRECTION 

(X1) PROVIDERISUPPLIERICLIA 
IDENTIFICATION NUMBER: 

13R1030 

(X2) MULTIPLE CONSTRUCTION 

A BUILDING 
B. WING _________ _ 

PRINTED: 12117/2012 
FORM APPROVED 

(X3) DATE SURVEY 
COMPLETED 

12/13/2012 
NAME OF PROVIDER OR SUPPLIER 

HERITAGE HOMES OF REXBURG 

STREET ADDRESS, CITY, STATE, ZIP CODE 

3685 WEST HIGHWAY 33 
REXBURG, ID 83440 

(X4) ID 
PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION) 

R ooc Initial Comments 

The residential care/assisted living facility was 
found to be in substantial compliance with the 
Rules for Residential Care or Assisted Living 
Facilities in Idaho. No core deficiencies were 
cited during the Initial Survey conducted on 
12/12/2012 through 12/13/2012 at your facility. 
The surveyors conducting the survey were: 

Maureen McCann, RN 
Team Coordinator 
Health Facility Surveyor 

Rae Jean McPhillips, BSN, RN 
Health Facility Surveyor 

Bureau of Facr!rty Standards 

ID 
PREFIX 

TAG 

R 000 

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE 

STATE FORM 6899 
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TITLE 

(X5) 
COMPLETE 

DATE 

(X6) DATE 

IZH711 If continuation sheet 1 of 1 
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IDAHO DEPARTMENT OF 
- ~ -·~-- -·---·- ·--·----~--"----~ 

HEALTH &WELFARE 

=acility Name 

Heritage Homes of Rexburg 

A..dministrator 

Elizabeth Dummar 

Team Leader 

Maureen McCann 

mN-CORE ISSUES 

MEDICAID LICENSING & CERTIFICATION - RALF 
P.O. Box 83720 
Boise, ID 83720-0036 
(208) 334-6626 fax: (208) 364-1888 

Physical Address 

3685 West Highway 33 

city 

Rexburg 

Survey Type 

Initial Licensure 

ASSISTED LIVING 
Non-Core Issues 

Punch List 

Phone Number 

208-356-7668 

Zip Code 

83440 

Survey Date 

12/13/12 
----- ------ ------------

Item# RULE# DESCRIPTION DATE L&~.; 

16.03.22 RESOLVED USE 

1 009.04 3 of 5 employees, whose records were reviewed, had not submitted their fingerprints to the Criminal History Unit within il/j7/' c:J . 1/QUW 

21 days. -
2 009.06.c 2 of 5 employees, whose records were reviewed, had not completed an Idaho State police background check. :J/7/i~J'I( . 

. 

3 220.02 The facility's admission agreement was not transparent or understandable, such as some pages were duplicated, some pages were missing, ,;2/ /'-/ //3 Mi< 

and the information contained in the agreements were conflicting. _..... 
·. 

4 225 The facility did develop a behavior management plan or interventions for Resident #2 who had behaviors such yelling and throwing objects ,;J../1 <!//3)4tu;_ 
5 305.02 The facility nurse did not clarify Resident #3's oxygen order. J-J-J /r3 .UK. ~-·' 

5 305.03 The facility nurse did not stage Resident #1's pressure ulcers to determine if she appropriate for admission. I:J--1·-; li3 _(]C/\ 

7 305.06 A random resident was not assessed to be able to safely self-inject her insulin. 
I 2/· 1 /13 l;\li· .. 

3 305.08 The facility nurse did not provide education to the staff regarding Resident #l's pressure ulcer, such as interventions on how to promote . '2/ . .7 ·.·• I ,> i I} ) ,-U:\'c "~·· 
. 

healing or prevent further breakdown. --· 
l 31 0.04.d The facility did not monitor Resident #2 for side effects from his psychotropic medication. 

I Jh h::l a1,, I 
10 320.01 Resident #2's NSA did not fully describe the resident's needs, such as bowel, bladder and behavioral issues. 1.;2}7// ;.• IU.' 

11 310.01.d Non-licensed staff were dialing a resident's insulin pen. ·;lh/t3;w 
~---· 

12 250.13.1 A resident did not have dOors on her closet. .":)..j·l/f3);:fv .. 

~esponse Required Date Signature of Facility Representative 

1/f:,Ci~ Da~ ~~;c? /z_ 01/12/13 :]?1/l~LV"(:;:l~liL 
;, 

BFS-68() March 2006 9/04 



OAHO DEPARTMENT OF 
MEDICAID LICENSING & CERTIFICATION- RALF 
P .0. Box 83720 

~-----~--~~---·~-~~··---~·-·~~--

Boise, ID 83720-0036 
(208) 334-6626 fax: (208) 364-1888 HEALTH & WELFARE 

-acility Name Physical Address 

Heritage Homes of Rexburg 3685 West Highway 33 

1\dministrator City 

Elizabeth Dummar Rexburg 

ream Leader Survey Type 

Maureen McCann Initial Licensure 

mN-CORE ISSUES 
Item# I RUI.E# •·.· . · ... · ·.·. .·; ·.· .. · D"'SCKIT II_VN . •. . •. •• ··•.· .. ·.·. 

16.03 .. 22 .·· ... . ·.··• .. .· . ·.·· ·.·.· .. ·:··· .· .. · ..... •.· . .. ·.· . .··.· •. · . . 

13 630.01 5 of 5 staff, whose records were reviewed, did not have documentation of dementia training. 

14 710.04 The facility did not obtain a history and physical examination for Resident #1 prior to her admission. 

15 710.06 The facility did not obtain a social history for Resident #1. 

16 711.07 Resident #3's record did not contain a care plan from hospice. 

... 

17 711.08.e Facility staff did not notify the facility RN when Resident #2 had blood in his mouth and complained of oral pain. 

18 730.01.1 One employee's record did not contain evidence of CPR, First Aid, or medication certification. 

19 730.01.h One employee's record did not contain evidence of delegation from the facility RN. 

20 740.02 The facility did not maintain the "as served" menus for 3 months. 

-
'esponse Required Date Signature of Facility Representative ,....., -~ 

!?11 ( // 01/12/13 '-"7Y7 /~~l /L, ?C. 

BFS-686 March 2006 9/04 

.· 

ASSISTED LIVING 
Non-Core Issues 

Punch List 

Phone Number 

208-356-7668 

Zip Code 

83440 

Survey Date 

12/13/12 

·· ... ·· . .· •..... ·· DATE_~ L&C 
. · ·.· . ·.·•· . RESOLVED USE 

I ;rhJ J ;j ;; \i. 
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• 
./ 
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.... 
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•· 

~····· · . 

. ·.· ... 
I .. · .· 

.···· 
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I 

Date Sign•f. J· 
! "' I I - /;2< !L j 



DEPARTMENT OF HEAL TI-l AND HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

FORM APPROVED 
OMB NO. 0938-0391 

(X3) DATE SURVEY COMPLETED (X1) PROVIpER/SUPPLIER/CLIA 
STATEMENT OF DEFICIENCIES IDENTIFICATION NUMBER I A. BUILDING I ;/' '~ I 

(X2) MULTIPLE CONSTRUCTION 

AND PLAN OF CORRECTION B. WING / /--Ll.2Jj L 

) I .<' ) 7 -; ) · ~- --
{'!1!1 (~ (1/J:)f L•/ -;c-. ;i/" A. - (l, -5 -, ,I / l!- __ , ((·)If--/() 

. j 'SUMMARY STh EMENT OF DlfFI IENCIES , PLA-OF CORRE;C~ION' 
(EACH DEFICIENcY- HOULD BE PF!i=C, OED BY FULL PREFIX I {EACH CORRECTIVE ACTION SHOULD BE 
REGULATORY OR LSC IDENTIFYINGI.NFORMATION) TAG CROSS-REFERRED TO THE APPROPRIATE DEFICIENCY) 

(XS) 
COMPLETION 

DATE 

!2/;l/; L-- ;J,' - . 
l' ~>I/-o AJl0rlt. 1/.i d o(~~--FZt~-/~ )J -

r/'J{J-t'"'>L. (!)l c/hc fo fc ,-,i 
_/, __ ~ / . / ' ,; . . ( : 

(I - (' 1 (. , __ .cct(( n 11 •. r c_( _ _ _ I -- !_\_1 '--· ,.-;-'1(- /~ (' <' 1 1 . ·--'"i' ./(. 1 4:.- l A--- ---r- 1 -

I (I II,( -to .)_)," -~ _ 1 - ____,___; ' -- 1/ . - --.J c Tc ,, ( . . 1( -r lc__( [7_// .. ----- u !I( ;•,; • ;c 1 .• L ,_ . ( c_ I (V ,)-"--~' -1(, 

~-~·!;1-c!)C-·)dflC(/ .1./J'. ):/ j/ .I J/ 
1 

, , '' ,,, <'' , Ice ~~/·,. /-c ".~ J .-f-4<- < I h. ty</_./ /l.-·1''" -1v----. --
/{.t{_)sp i-) - I\ (_j) ( /(/ ;{ ~7 fC' ,b-C---/11 (_/ -~ / -

It

, _ L rl·, /c-" ,;(d---

"'./ j.· -/ ! -

1 

(. )ly- f:c? ·r/V: // / .1·< ·1 f J f 
/

' · · -- , uJf r::--ft: '{Ji -(J,-

;J I ) 1- --a v lee~ ;p--r- -:s /if , f-

,___/// ''_f_/ ( p/ (;:.:···-cu:·~ ... (-~/!AL/"-tf( tl~.~: ~/.ltMv 
0/r./l/t?ctl /u.i) i'f (,_.i'L-1-<? 
//; . I v j_ 1; I 
(;-tt.i ~~~1/ ,/? 111' tl'/ /(!. clf«li!'f/1 

y . J 

Any deficiency statement ending with an asterisk (•) denotes a deficiency which the institution may be excused from correcting providing it is determined that other safeguards provide sufficient protection to the patients. (See reverse 
for further instwctions.) Except for nursing homes, the findings stated above are disclosable 90 days following the date of survey whelher or not a plan of correction is provided. For nursing homes, the above findings and plans of 
correction are disclosable 14 days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation. 

LABOR~~~~ piRECT·O· R'S OJV,OVIDERtSLJ}lei.1_nff~~.::R~~:i<JTATIVE'S SIGNATURE 

J- / I..-. 1k1 /ti-n H / li"/---: / -- ···· · 
TITLE , I 

/c) //;2 //~ 
FORM CMS-2567 (02-99) Previous Versions Obsolete Part 2-Statc Survey i\gcncy 

k~} _ . [(>i6) DATE 

{vtt/-!/ !£- +--" 
If continuation sheet Page __ of __ 
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, 1 -. i _ I 
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I D A H 0 DEPARTMENT OF 

HEALTH & WELFAREFood Establishment Inspection Report 
Residential Assisted Living Facility Program, Medicaid L & C 
3232 W. Elder Street, Boise, Idaho 83705 
208-334-6626 

i! I 

'"'tOunty EstiiD # I EfJBISUR.# _InSpeCtion tini'cl: TraVel time: 

'' f1 DDJ-l-L---.._ 
Inspection Type: Risk Category Follow-Up Report OR On-Site Follow-Up: 

f Date: Date: h.i ~ j__ ----
Items marked are violations ofldaho~~Food Code, IDAP A 16.02.19, and require correction as noted . 

Critical Violations 

#of Risk Factor 
Violations 

#of Repeat 
Violations 

Score 

A score _greatedhai:L 3 Med 
Or 5 High-risk= mandatory 
on-site reinspection 

NonCritical Violations 

#of Repeat 
Violations 

Score 

A sCore greater th~l):~M~C[--. 
or 8 High~risk;_;:"'_J!i-<lnd~t'QJ:y:_: 
oncsite reins~e~izP~~~~~~:~-~--::,~:0_ 

.. c; I~.~ ;;~<'RJ:~i{.F.Jl.~l"~.~;oo'i<l~~~tqll!~:ctJWi~t:tfO:JiJG'iif!? ;f)i!if9i~Ie s<4i~iiim!P~cy;nt~J, ;~,.i;:~'il'J.ficic';,, '''"'' , 
The letter to the left of each item indicates that item's status at the inspection. 

--~ o;.":_::i~1D_~(!-flsti;ltio~:Jlf Kri0Yilletlg!;!_~"{2·102f -:~ :.. . : · cos R I i-: __ , POtel'!tiany H~Zar~Ous_ f_tlo~f_]i!]'ie(rem'li~)'}ihi_f(·" -. 

Y)N 1. Certification by Accredited Program; or Approved D D 
y N (NIO) NIA 15. Proper cooking, time and temperature (3-401) 

'-' Course; or correct responses; or compliance with Code y N (Nltl) NIA 16. Reheating for hot holding (3-403) 
/C" ""~ '- - EniPloyeeHe!ilth::{l-20.1:),'' ',, ' y N (Niq NIA 17 Cooling (3-501) 
l_Y) N 2. Exclusion, restriction and reporting 0 0 y N l[i)lJ) NIA 18 Hot holding (3·501) -,, , .. '·· GO'od H}fgienic;Pr~ctic~is . ''· ·. . I'() N NIO NIA 19. Cold Holding (3·501) ,-Y) N 3. Eating, tasting, drinking, or tobacco use (2-401) 0 0 (Y\ N NIO NIA 20. Date marking and disposition (3--501) 
r~!_.'J N 4. Discharge from eyes, nose and mouth (2-401) D 0 wO) 21. Time as a public health control (procedureslrecords) 

1':.:: -~co!ltfQ'I ·Of Hil'!"Jd.s as:·a;\fe~ic·jii:.of, ·:t~'r'tf~i'riJ3~0_i"l.:·--,~ y N NIA (3-501) ~ 

'Y'; N 5. Clean hands, properly washed (2-301) 0 0 : --~-~·;.:;-G'Oji~_mti-llli'{Aa_visOrY:: '-: .... :.-.,--. _..:'. _-:' -. · -~·. 

:!>N 
6. Bare hand contact with ready-to-eat foodslexemption 

0 0 y 
,~:;-.., 22. Consumer advisory for raw or undercooked food 

(3-301) N ~ (3-603) ~ 

f '{) N 7 Handwashing facilities (5-203 & 6-301) 0 0 -- "·'· }ti"Qh!Y·:_susceptnil.fP·bp·uJatrons·--: --"""' 

.···•·· .. 
.. 

-,'APPf9~_d iy\N 23. Pasteurized foods used, avoidance of NIO NIA 
'r• N 8 Food obtained from approved source (3-101 & 3-201) 0 0 0 prohibited foods {3-B01i 

~ N 9. Receiving temperature I condition {3-202) 0 0 (il 
. . .···.·\ .. , ... .-: :·:·cheffiic.al _-: . 

N@EJ 
10. Records: shellstock ~7;' parasite de3~truction, 

N NIA 24. Additives I approved, unapproved (3-207) 
y 

required HACCP plan 3-202 & 3-203 0 0 ,. ) 25. Toxic substances properly identified, stored, used ,;i,; N 
---c_,;, ;/~rOte_Ctjtil'l {r:OffiJ~'ilritimiiitBtii:in · (7-101 throuoh 7-3011i 

y (N'\NIA 11. Food segregated, separated and protected (3-302) l>l 0 Confoirnance 'wit~ -~ppfQv~d'ErPc,e~lfo~;;-

v(N)NIA 
12. Food contact surfaces clean and sanitized \i:a 

y N QN/A) 26 Compliance with variance and HACCP plan (8-201) 

(4-5, 4-6, 4-7) 0 
~\{'\ N 13. Returned I reservice of food (3-306 & 3-801) D 0 Y= yes, in compliance N =no, not in compliance 

-Y'·lN 14. Discarding I reconditioning unsafe food (3-701) D 0 NIO =not observed NIA =not applicable 

'--' 
COS= Corrected on-site R= Repeat violation 

181 =COS orR 

'i';> ;:;:-t. lteniltoC3t1on· -- Temp ~; · ·:·:_ JtE!ri:Jil.:oi;ation:.- ·· 

1 r?n nJ,1·;, ) hu I L,\.1._1i;; 

.. ·.···· , .... · ....... ·.··· ••... i .. 
cos R cos R 

0 D D 34. i li D D D I i 

0 28. \1\ia! er source and quantity 0 D D ~~~;1uipmenl for temp. D D D 43_ Thennomelers/Tes! strips 

D 29.1 i I D D 0 35. p,,,. '''"'i"" D D 0 i ~facility 

D D D 37, Food labeled/condition D D D ... 4~. Wiping cloths 

0 ::;;;mio;"~, i '' b"kflow 

0 32. t j w"l' w•lec '"'P"'' 

0 0 0 33. PI ani food coo~ing 

0 J D 39. Tc•wicg 

0 0 0 46. Utensil & single-service storage 

J D D " 
0 D D 40. To,ol locllitio D D D '' ,, i '' 

D :i',,~::'9' "d "'"'' 0 0 0 49. Other 

cos R 

D D 
0 D 
0 0 
0 D 
D 0 
D 0 

D D 

D D 

D D 

0 D 

0 D 

0 D 

COS R 

0 D 

0 D 

D D 
0 D 

D D 
0 [1_ 
0 0 

0 D 
)0 • ;·•,c ' ' ' • 

./J: .. 
. ( 
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IDAHO DEPARTMENT OF 

HEALTH &WELFARE 
Food Protection Program, Office of Epidemiology 
450 West State Street, Boise, Idaho 83702 
208-334-5938 

C9,-M,ty 1 . Estab #I BE5S!SUR.# License Permit t/ 
_.,/ f-1 tf_ t~ I J._,.-.;-·y--~ 

Food Establishment Inspes;tion"Report 
Page a~- of .::;;r--
Date JZ. I /;;:;;;--;_-• , ~ r 

I\ / 
J If! t--f,.v, L-" 

; ... · OBSERVATIONSANDCORRECTIVEACTIONS (Continuation Sheet) 7 
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